Sepsis hysteria: excess hype and unrealistic expectations
"Sepsis kills over 52 000 every yeareach death a preventable tragedy", tweeted Matt Hancock, UK Secretary of State for Health and Social Care, in March, 2019. 1 Many other noncontextualised or fictitious claims regularly fill media pages and airwaves, creating a distorted picture of sepsis epidemiology and unrealistic expectations of outcomes. This hype has generated an unhealthy climate of fear and retribution in both the UK and the USA. Patients and families fear the so-called hidden killer and their confidence in health-care providers is undermined. Hospitals are criticised, penalised, and litigated against for failing to give patients antibiotics within 1 h of presumptive diagnosis. Doctors are reported for not giving antibiotics to patients they deem noninfected. It is thus worth summarising available data and pro viding a more balanced perspective. Without belittling the problem, patient care must be informed by facts.
Sepsis-"life-threatening organ dys function caused by a dysregulated host response to infection" 2only develops in a tiny minority of patients. Nature, with or without a short course of antibiotics, deals well with most infections (figure). A small proportion of patients with infection are admitted to intensive care units, of whom approximately 70% survive their hospital stay. Although hard data are unavailable, most patients with substantial organ dysfunction who receive full, active management are likely to be admit ted to intensive care. Patients with infection who die outside of intensive care (and many who die inside it) are predominantly older, frail, and at the end of life. Indeed 77·5% of sepsis-related deaths in England are in patients aged 75 years or older. By comparison, approximately 150 sepsis-related deaths occur annually in children aged 0-18 years: a hospital mortality of 0·075% (figure; National Health Services Digital Hospital Episodes Statistics, unpublished data).
The high incidence of frailty and severe comorbidities makes most sepsis-related deaths neither attribut able to sepsis, nor preventable through timely and effective health care. In a point prevalence study in Welsh hospitals including 521 patients with sepsis and 136 deaths, only 40 deaths were directly or possibly attributable to sepsis. 6 Of these 40 deaths, 77·5% were in patients who had substantial frailty, and 70% were in patients who were not for cardiopulmonary resuscitation in the event of cardiac arrest. A US study found 12% of sepsis deaths were possibly-to-definitely preventable. 7 Sir William Osler 8 noted in 1901 that "pneumonia may well be called the friend of the aged. Taken off by it in an acute, short, not often painful illness, the old man escapes those 'cold gradations of decay' so distressing to himself and to his friends". Pneumonia in this context could nowadays be replaced by sepsis.
Aside from prompt source control, timely antibiotic administration is the measurable metric of optimal sepsis care. Timely (avoiding unnecessary delays) is often distorted and misinter preted as early. and to create realistic expectations about outcomes. A balanced strategy must be delivered in policy, public messaging, and frontline care, to reduce excessive, inappropriate anti biotic use with concurrent risks of resistance and toxicity. Hospitals and clinicians should neither be castigated nor penalised by imposition of time-to-antibiotic targets. The rare cases of severe infection (eg, in patients with shock) should be promptly recog nised and treated, as with any emergency condition, and unnecessary delay should be avoided in less sick patients. Patients with sepsis might die despite the best care, yet the large majority who are salvageable do survive. Coding of infection and organ dysfunction must be improved to ensure consistency, to measure quality metrics, and to benchmark strategies that increase the likelihood of desired health outcomes.
